A 65-year-old woman complained of nocturnal dyspnea, a period of stabbing pain between the shoulder blades, and swollen ankles that had persisted for 3 days. Physical examination revealed an irregular heart rate of 120 bpm; a blood pressure of 140/90 mm Hg in both arms; basal crepitations over both lungs; a grade 3/6 diastolic murmur maximal at the left sternal border; no abnormalities of the abdominal region; normal pulses of the radial, femoral, and carotid arteries; and ankle edema. An ECG showed atrial flutter with variable ventricular response and normal QRS-T complexes. Complete blood cell count, renal and hepatic function tests, and serological studies gave normal results. Chest radiograph showed an enlarged heart, an elongated aorta, normal lungs, and thoracic kyphosis. Transthoracic echocardiography revealed a dilated ascending aorta, a dilated left ventricle with an end-diastolic diameter of 60 mm and an end-systolic diameter of 50 mm, trace mitral regurgitation, and 4ϩ aortic regurgitation. Angiography showed a dilated ascending aorta (70 mm), a dilated descending thoracic and abdominal aorta (50 mm), and 3ϩ aortic regurgitation with good left ventricular function. Selective coronary angiography failed because of the abnormal size of the aorta.
The patient was transferred to our institution for further evaluation and therapy. Suprasternal transthoracic echocardiography suggested an aortic dissection near the aortic arch (Figure 1 ), which could explain the episode of stabbing pain between the shoulder blades. Transesophageal echocardiography revealed normal atrial and ventricular dimensions; a dilated ascending aorta (diameter at root 70 mm), with possible dissection in the aortic arch, although no entry side or mobile dissection flap could be identified ( Figure 2) ; and 4ϩ aortic regurgitation and mural thickening (plaque or thrombus, maximal thickness 20 mm) of the descending aorta. Contrast-enhanced MR angiography revealed an aberrant right subclavian artery (arteria lusoria) originating from the aortic arch below the left subclavian artery (Figure 3 ). The right subclavian artery crossed from its origin in the aortic arch just medial of the aortic arch to the right side, mimicking an intimal dissection flap (Figure 4) . Selective coronary angiography revealed normal coronary arteries. The patient was referred for surgical correction. The ascending aorta and aortic arch were replaced by a vascular prosthesis. The distal anastomosis of the prosthesis was made between the origin of the left carotid artery and the left subclavian artery. Both the right and left carotid arteries were reimplanted in the prosthesis. Because the aortic valve morphology was normal, the aortic incompetence was repaired by reducing the sinotubular junction to its normal dimension. Postoperative recovery was uncomplicated. 
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